SUMMARY A 65 year old woman with gall stones presented with crushing chest pain after an attack of biliary colic. The electrocardiogram showed ST segment elevation in leads I, aVL, and V1-V3 while leads II, III, and aVF showed ST segment depression. Cardiac enzyme activity remained within the normal range. During the next three weeks attacks of epigastric and right hypochondrial pain preceded by crushing chest pain with identical electrocardiogram changes occurred with decreasing frequency. Coronary arteriography showed 60% obstruction of the left anterior descending coronary artery and good left ventricular function. During the next three years the patient complained both of mild abdominal pain, probably biliary colic, and mild effort related angina pectoris without a relation between the two symptoms.
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It is suggested that the attack of variant angina was triggered by biliary colic through sympathoadrenal discharge causing vasospasm. The day after admission she complained of spasmodic pain in the epigastrium and right hypochondrium; some while after, the pain worsened and radiated to the right posterior region of the thorax: the electrocardiogram showed sinus rhythm and biphasic T waves in leads V2-V4 (fig lb) A month after admission the T waves in leads V2-V4 became positive and cardiac catheterisation revealed 60% obstruction of the left anterior descending coronary artery and good left ventricular function. The patient felt well and was discharged.
In the next three years she continued to complain of angina pectoris on effort (functional group New York Heart Association II) and of mild pain in the right upper quadrant, which was probably biliary. The occurrence of these two symptoms was unrelated. The patient refused cholecystectomy and continued taking calcium antagonists.
Discussion
In our patient the onset of the chest pain at rest, the typical electrocardiographic changes, and the lack of evidence of myocardial necrosis justify the diagnosis of variant angina pectoris; however, the presence of a 60% narrowing in the left anterior descending coronary artery suggests that it was mixed rather than classic variant angina. In this patient biliary colic caused a cramping pain in the right upper quadrant that radiated to the right posterior region of the thorax, whereas cardiac ischaemia caused a crushing pain in the left chest that radiated to the neck. Moreover, the pattern of the electrocardiogram during the biliary colic and before the onset of the chest discomfort was similar to that recorded during the pain free period. The 
